Methicillin-resistant Staphylococcus aureus (MRSA) has received much attention over the past 30 years because of its increasing incidence and the morbidity and excess hospital stay length associated with MRSA infection. Th e current controversy about the eff ectiveness of control measures, notably screening, derives from the confl icting results of available studies, lack of well-designed controlled studies, and concomitant use of several interventions in various epidemiological situations.
Methicillin-resistant Staphylococcus aureus (MRSA) has received much attention over the past 30 years because of its increasing incidence and the morbidity and excess hospital stay length associated with MRSA infection. Th e current controversy about the eff ectiveness of control measures, notably screening, derives from the confl icting results of available studies, lack of well-designed controlled studies, and concomitant use of several interventions in various epidemiological situations.
Th e 'search and destroy' strategy has kept MRSA under control in several countries and produced improvements in countries of MRSA endemicity. Th e most robust data about this strategy originate from northern European countries, where MRSA still occurs sporadically in hospitals. Wassenberg and colleagues [1] report a multicenter study evaluating the impact of rapid diagnostic testing (RDT) using PCR at ICU admission, which they compared to conventional screening. RDT reduced the number of pre-emptive isolation days by 44% in patients at high-risk for MRSA colonization. Cost-savings per isolation day avoided by earlier discontinuation of contact precautions varied between €122 and €136. Th e same authors recently demonstrated that RDT reduced the number of pre-emptive isolation days by 60% in general wards [2] . In this last study, costs per isolation day avoided varied between €96 and €125. Th e use of chromogenic agar, a strategy not tested in the present study, reduced the number of pre-emptive isolation days by 47% and was cost-saving [2] .
Th e authors used enrichment broth and collected multiple samples to increase the likelihood of identifying MRSA carriers. Of the 163 patients tested, 14 were MRSA-positive by PCR (including the 5 patients with positive conventional cultures) and 8 had inconclusive PCR results. When conventional culture was used as the reference standard, the prevalence of MRSA was 3%. Th e high rate of false-positive or inconclusive results mandates the use of conventional culture as the reference standard on which to base decisions. In addition, units or hospitals using decolonization need to perform regular tests of susceptibility to the decolonization measures, notably mupirocin.
In the study by Wassenberg and co-workers, the high sensitivity of RDT allowed the discontinuation of contact precautions in patients with negative PCR results at admission. In other studies, however, sensitivity was lower than 95% [3] . Sensitivity below 95% in ICUs with MRSA prevalences higher than the 3% observed by Wassenberg and colleagues would result in a lower negative predictive value, with a risk of false-negative PCR results in carriers that would jeopardize the eff ectiveness of control policies. Th e decrease in negative predictive value with increasing admission MRSA prevalence, together with the possible reduction in contact precaution compliance when the number of patients to be isolated is high, suggests that RDT may be most useful in units with a low MRSA prevalence at admission.
Th e median turnaround times (TATs) for the IDI-MRSA BD GeneOhm and GeneXpert MRSA system RDT from the start of isolation to defi nitive test results were 25.2 and 21.1 hours, respectively. One participating ICU in the IDI-MRSA BD GeneOhm group was late in
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The study by Wassenberg and colleagues shows that rapid diagnostic testing, although not cost-saving, reduces the number of unnecessary isolation days at ICU admission. Here, the strengths and limitations and the usefulness of rapid diagnostic testing are discussed from the collective and individual perspectives.
delivering swabs to the laboratory, which increased the median TAT. However, it is diffi cult to understand why the total median TAT was 21.1 hours in the GeneXpert group, given that the median time to swab arrival at the laboratory was 5.8 hours and the median time from arrival to results was 2.6 hours. Th e short median time to obtaining results in the laboratory in the GeneXpert group is ascribable to the use of disposable cartridges and of a fully automated system, which obviated the need for a specialized technician. Th is test can be performed immediately at arrival at the laboratory or at the point of care. However, the long median TAT in the GeneXpert group suggests that some hospitals had delays in specimen delivery to the laboratory and in test performance, probably during nights and weekends.
If specimens are sent rapidly to the laboratory, and if testing is performed 24 hours a day and 7 days a week, RDT may be useful for guiding decisions. For instance, at hospital admission high-risk patients may be placed under contact precautions in a waiting/triage area with single rooms. A negative RDT result then allows the trans fer of the patient to unrestricted areas. Patients with positive RDT results may be placed in single rooms with contact precautions, pending the result of the conven tional culture. As indicated by the comparison between conventional culture and RDT, this strategy may be feasible only in hospitals with a triage unit and a low MRSA prevalence at hospital admission. However, there is no evidence so far that RDT is more eff ective than con ventional culture in decreasing the MRSA acquisition rate [4] .
In addition to the collective objective of placing colonized patients under contact precautions to limit MRSA dissemination, the prevention of MRSA infection in individual MRSA carriers may benefi t from the use of RDT. Evidence supporting this possibility is scarce in the ICU setting [5, 6] , although MRSA infection prevention has been demonstrated when RDT was used before clean surgery [7] . Another study, however, found no benefi ts in surgical patients [8] .
Costs of RDT were high, from €120 to 140€ per isolation day avoided. Th ese costs were partly explained by the sampling of several sites. Grouping all screening samples into a single test, either RDT or conventional culture, would reduce costs [9] . Obtaining a screening card may be useful for deciding which sites should be decolonized. However, decolonization is not performed in all hospitals or countries, because of the absence of incontrovertible evidence of effi cacy in hospitals with high MRSA rates, the lack of national policies, and high failure rates in mupirocin-resistant MRSA [10] and in patients with infected sites in whom decolonization would require systemic antibiotic.
Th e study by Wassenberg and colleagues adds to the vast literature about screening for MRSA at ICU admission. From a collective perspective, rapid diagnostic testing may reduce the number of unnecessary isolation days, provided that the test is performed in real time and the technique is sensitive enough for guiding decision in settings with low MRSA prevalence. Its usefulness and cost-eff ectiveness may be lower in endemic situations, in which chromogenic agar is an interesting option.
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